The second major problem in surveys of epilepsy is that of diagnosis and classification of seizures. In most community based reports "epilepsy" was defined by the general practitioner with no indication of the criteria used or investigations performed. Without specialist assessment such a diagnosis is unreliable, as has been shown in a number of hospital studies, '4 and similar problems are experienced in the classification of seizure type. These difficulties have been largely ignored in previous community based studies.
We have attempted to provide a comprehensive view of epilepsy in a population of 6000 persons from a general practice in south east England. Since the introduction of the National Health Service in 1948 details of a patient's medical history (from both the general practitioner's own record and hospital consultations) have been collected together in the general practice record folder, allowing the behaviour of a chronic disease to be studied over long periods. We have based our study on such material and have looked at aspects that previously have received little attention. This first paper is concerned with demography, diagnosis and classification, and the role of the hospital services, and the second with treatment and prognosis.
Patients and methods
The study was carried out in an urban general practice of five partners in Tonbridge, with a list size of 12 900 patients. One of us (DG) scrutinised the 'medical records of 6000 patients (3000 males and 3000 females chosen in consecutive alphabetical order) for a history of at least one non-febrile epileptic seizure. This preliminary identification of patients was made by surveying both letters from hospital specialists and the general practitioner's own notes for mention of an epileptic fit or a prescription for anticonvulsant drugs. The following categories of patients were not included: those diagnosed by a hospital specialist as having possible but not definite epilepsy; those with attacks regarded by the general practitioner (or general physician) as epileptic but which diagnosis was either refuted or considered uncertain by the authors after personal interview; those in whom information was insufficient. Children with febrile convulsions (aged from 12 months to 5 years) were excluded. Patients with a single epileptic seizure and those with fits following an acute cerebral insult-for example, head injury, stroke, alcohol withdrawal-BRITISH MEDICAL JOURNAL VOLUME 287 3 SEPTEMBER 1983 were included. A preliminary proforma was completed for all 122 patients thus identified, and all but eight were then interviewed personally by us before completion of a detailed questionnaire. Thus all 122 patients included in the following analyses were those in whom the diagnosis of epileptic seizures was considered certain by either a neurologist or a paediatrician, or by us after personal interview where no such referral had been made. The personal interview proved to be of crucial importance, as many aspects of the patients' history and progress were absent from the records, particularly with regard to classification and frequency of seizures, and treatment status and toxicity.
Results

DEMOGRAPHY
A total of 122 patients who had had at least one definite non-febrile seizure were identified from the population of 6000 persons. The lifetime prevalence for the whole group, including those with single seizures, was 20 3 cases/1000; for those with two or more attacks (conventionally regarded as epilepsy) 17-0/1000; for those with active epilepsy (a seizure within 24 months of the survey) or receiving treatment for epilepsy, or both 10 5/1000; and for those with active epilepsy 5-3/1000 (table I). Those with active epilepsy' and/or receiving treatment Those with active epilepsy* *Active epilepsy = seizure in the 24 months preceding the study.
Rates also given in practice audits from morbidity registers: 4/1000 (8743 patients),' 7 6/1000 (8500 patients),' and 5 7/1000 (6498 patients),"' and from requests for repeat prescriptions: 5-5 1000 (8607 patients)' and 2 9/1000 (22 043 patients).' '6 both of which studies include febrile convulsions. Even so, because of imperfect records, concealment, and the exclusion of cases of uncertain diagnosis, our figures should be considered minimum estimates only. The distribution of age of onset of seizures is similar to that in other published work, and nearly three quarters of the patients had their first seizure by the age of 30. The excess of female patients (66%) is surprising, and only one other study has found a female predominance,6 although often the sex distribution was not given. ' 2 5 8-15 The importance of clearly defined methods of diagnosis and classification cannot be overemphasised. The difficulties encountered have usually been disregarded in similar surveys of epilepsy and yet are a fundamental consideration.
The diagnosis of epilepsy is essentially clinical, and distinction from other forms of paroxysmal attacks-that is, dysrhythmic, psychogenic, or syncopal attacks-may be difficult. In hospital based studies of patients with chronic disease, for instance, it has been estimated that about 10% of cases have mainly hysterical seizures,14 and we suspect that it may be similar in general practice. We consider that any study in which diagnosis is based on a non-specialist assessment is likely to be unreliable. Here we included only those patients whose seizures were accepted as definitely epileptic by a neurologist or paediatrician and, in the cases where such referral was not made, by us. In a retrospective survey it was difficult to see how this could be improved. Nevertheless, the female preponderance in the second and third decades raises the possibility that some syncopal or emotional disturbances were mistakenly labelled as epileptic. Episodes of disturbed consciousness of any sort are twice as common in women as in men in consultations in general practice'7; extreme caution is always necessary in diagnosing epilepsy, and e-specially in the young female patient.
The relevance of diagnostic error in, for instance, the analysis of treatment or prognosis (see below) is difficult to gauge, and this should be borne in mind in any assessment of the results.
The classification of seizure type is a second difficult subject. Accurate classification, based on clinical and electroencephalographic findings, is essential in the modern management of epilepsy and in research work. It is important to realise that not all falling attacks are grand mal, and (an even more misleading error) that not all "minor" attacks are petit mal, and yet we think these mistakes are often made. The fact that grand mal attacks were said to be very common in a number of surveys may reflect this.2 49 Largely in recognition of this problem, the International League Against Epilepsy has formulated an internationally agreed classification (in which, incidentally, the terms "grand mal" and "petit mal" do not appear), '5 but in less than 3%0 of cases in this survey were seizures classified in a way that even approached this system. It is also worth emphasising the considerable difficulty in applying the international classification at a general practice level,5 and the impracticality of the system is probably partly responsible for its lack of widespread adoption.
The third difficulty was in the formulation of an aetiological diagnosis. This depends on the extent of investigation, which was often not specified. In this study no aetiological diagnosis could be made in three quarters of the patients, and it seems likely that in a proportion a diagnosis was missed. Electroencephalography was carried out in 89 (73%") patients (though this is seldom helpful in establishing aetiology), computed tomography in 10 (8%/) overall and in 140/ developing epilepsy in the last 10 years; other investigations appear to have been sporadic. In many cases where investigation was performed no details were passed on to the general practitioner.
Finally, we looked into the pattern of hospital attendance in this population. A total of 71 (58 0) of the patients were seen on at least one occasion by a consultant neurologist and 22 by a consultant paediatrician; 19 were seen by other hospital physicians and in only 10 was hospital referral not undertaken. This is a minimum estimate; firstly, because cases may have been overlooked where general practitioners' records were sparse and hospital referral not undertaken, and, secondly, because we included only those in whom diagnosis had been confirmed by a specialist. Nevertheless, the proportion of patients referred to hospital here (92%/) is higher than the 75%/ estimated by the College of General Practitioners in 1959.'l In 66 (54%') cases hospital contact was brief and mainly for diagnostic purposes, and long term follow up was undertaken in only a small proportion of cases (more than five years in 11). This was loosely related to the activity of the epilepsy, and only 220o of the 32 who had had a seizure within 24 months of the survey were attending a hospital clinic.
The present survey has shown several deficiencies in the overall level of care received, particularly in patient assessment and investigation, the long term audit and surveillance of treatment, toxicity and seizure activity, and the more complex psychosocial aspects. Similar defects have been noted before, and in 1968 the report sponsored by the Department of Health and Social Security (the Reid report)'8 concluded that there was a need for specialisation in the services for epilepsy, and that, for instance, specialised epilepsy clinics should be made available on a regional basis to all patients. These recommendations have been largely ignored, and there has been little development in epilepsy services in the 15 years since the publication of this report. A contrast can be drawn here with the services for diabetes. In recent years diabetic clinics have been set up in every area, and these have been organised in a fashion very similar to that envisaged by Reid for epilepsy clinics. They are intended to provide facilities on a multidisciplinary basis for initial diagnosis, assessment, treatment, and follow up of s. lected cases-for example, insulin dependent diabetics-and referral for specific problems. These have undoubtedly improved patient care and have also played an important part in education and research. Diabetes and epilepsy share many characteristics: both are very common conditions in which are intermingled a number of medical, surgical, and psychosocial aspects; both require long term potentially toxic medication that may be monitored biochemically; both vary considerably in severity; and both are prone to serious complications. These parallels have been recognised in other countries, and epilepsy clinics are now widespread in North America and Europe for instance."3 The roles of the general practitioners and the specialised hospital services are complementary, as in the management of diabetes.211 Half the patients in this survey suffered mild or inactive epilepsy or had discontinued treatment and did not need continuing specialist attention. In the other half, as recognised by the Reid committee,'8 the general practitioner and specialist have different areas of responsibility and skill, and the concerted effort of both is necessary.
